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This visit was for a federal initial medicaid
certification home health agency survey.
Survey dates: 6/16/2015 through 6/18/2015
Facility Number: 013621
Census: 10 Active patients
3 Discharged patients
13 Total
Sample : Record reviews with home visit: 5
Record reviews without home visit: 5
Total: 10
Principle Home Health Services was found to be
in compliance with the Conditions of Participation
for Home Health Agencies 42 CFR 484.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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